
which frecal matter almost constantly escaped. The
right testicle was drawn up nearly into the external
ring. The skin was infiltrated, cedematous and red,
and there was considerable inflammation in the adjoin-
ing parts. His discomfort was so great as to be quite
unbearable and life hardly worth living. He spent
all his time in bed, wiping up with cloths the dis-
charges which were constantly escaping through the
numerous fistulre.
After a careful study of the case, in spite of which

it was impossible to make out definitely the condition
of the bowel ends or the direction of the sinuses, it
was decided best to attempt the restoration of the ali-
mentary canal. The history and physical examination
made it quite apparent that the bowel had sloughed
to a greater or less extent, but it was impossible to say
that there was not still existing some communication
to account for the occasional passage of freces by the
rectum. The foul condition of the parts was so marked
that it seemed unduly hazardous to open the abdominal
cavity through the sinuses. There was no improve-
ment in this respect, however, after constant and pro-
longed daily efforts at cleanliness, both on the part of
the nurses and of the patient. The operation was
planned with especial reference to the necessarily foul
condition of the parts and the great danger of infecting
the peritoneum. My hope and intention was to lay
open the numerous sinuses by one long incision, cu-
rette them, and by some means to establish a commu-
nication between the upper and lower segments of the
bowel from their interior. On exposing the external
ring, I found two constricted openings side by side,
into both of which it was quite feasible to introduce
the index finger. Both segments were adherent to
each other and to the surrounding parts. In separ-
ating the adhesions between the bowel and the abdom-
inal wall for the purpose of making an anastomosis
between the adherent segments, the peritoneal cavity
was opened. During these manipulations several
ounces of fetid pus welled from below the ring and
apparently polluted every part of the wound,' includ-
ing the prolapsed healthy intestine. The chief ob-
jection in this case to resection and suture had been
the danger of infecting the abdominal cavity by the
foul discharges of the sinuses and tho septic condi-
tion of the parts. The force of this objection was
lost iu separating the adhesions, and I determined at
once to make a complete resection of the exposed ends.
About two inches of bowel were cut off from each end
with the scissors, together with a wedge-shaped piece
of mesentery. The bowel ends were held by assistants
while interrupted Lembert sutures were applied in a

single row, both to bowel and mesentery. The joint
seemed very perfect and satisfactory. The bowel was
then returned to the abdominal cavity and kept directly
under the abdominal wound by means of iodoform
gauze, which was placed just in contact with the line
of suture throughout its whole extent. It will be seen
that the approximated bowel ends and sutured mesen-

tery were everywhere protected with gauze, and that
the line of suture was everywhere provided with gauze
drainage in case one or more sutures should give way.
The external wound was also packed with iodoform
gauze and aseptic dressing of cotton tightly swathed
outside the whole. During the operation there was

frequent and thorough irrigation with warm water.
The time of the operation was one hour ; of applying
the suture twenty minutes.

On the following day the patient was in a remarka-
bly good condition, bright and cheerful. On the sec-
ond day he passed gas through the rectum for the first
time since June. On the sixth day he was put on extra
diet. He had a large movement of tlie bowels, and
said he felt " first-rate." The wound was clean and
granulating. The gauze was taken out, little by little,
until November 12th, when it had been almost en-

tirely removed. The wound was granulating, with still
some slight redness and induration about the margin.
On November 15th the last piece of gauze was re-
moved and tho wound much closed up. On December
11 th, the wound was perfectly solid, and the patient
felt perfectly well iu every way. The bowels were
moved nearly every day. He was transferred to Wav-
erley, and has remained well ever since.

This case seems to me to be of value from the fact
that the foul condition of the wound did not infect the
peritoneum, and that it was possible to go through the
manipulations of an extensive operation without ill
results attending. The foul condition of the parts in
this case led me to select a method by which, if possi-
ble, the peritoneal cavity could not become infected.
The only way in which this could be done was to make
an anastomosis between the proximal and distal ends
of the intestine by working from the interior. The
success of this procedure would depend obviously upon
adhesions between their peritoneal surfaces. For, in
the absence of such adhesions, it would be impossible
to establish a safe communication by any imaginable
method of intestinal suture. Careful attempts in this
direction were followed by separation of adhesions and
exposure of the peritoneal cavity. It would have beeu
impracticable to establish satisfactory communication
in this way, and I believe valuable time was lost in
attempting it as a preliminary measure. Even if suc-

cessful, it does not follow that the sinuses will become
closed, nor that the anastomoses will remain perma-
nent or efficient.

When the peritoneum has become thus exposed to
tho danger of infection, we must choose between anas-
tomosis and end-to-ond suture. The latter method I .

believe to be better, because it seems to me quite as

quickly applied, and as secure, while there is practically
no danger of stricture. The great danger in both meth-
ods is from giving way of the stitches and frecul extra-
vasation. By applying gauze to the line of suture this
danger is reduced to a minimum, for such good drain-
age is provided that nothing more than a temporary
iistulous track is likely to remain.

THREE CASES OF THE SEPARATION OF THE
EPIPHYSIS AT THE HEAD OF THE FEMUR.1

BY E. H. BRADFORD, M.D.,Visiting Surgeon, Boston City Hospital.
This following cases are reported on account of

their rarity :
Cash I. A boy, seventeen years old, fell from a

window striking upon a shed of the story below. He
was brought to the hospital with symptoms suggesting
a fracture of the right limb. On examination, how-
ever, no fracture was found at the leg or of the thigh
proper. The limb was held in a position of eversión
and was slightly shortened, but no injury was dis-
covered below the trochanter. which rotated on twist-
1Read at the Surgical Section of the Suffolk District Medical So-

ciety, January 6,1892.
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ing the leg. On examination under an ana;sthetic,
abnormal mobility and a cartilaginous crepitus was
determined between the head of the femur and the
trochanter. The trochanter was higher on the affected
than on the other side. The diagnosis of separation
of the epiphysis was clear as the symptoms pointed to
a lesion in that part and union of the emphysis does
not take place until the eighteenth year.

Cash II. A healthy boy, sixteen years of age, re-
ported himself for examination with the following his-
tory : He had been perfectly well, and had not beeu
lame. On attempting to milk a cow, seated on an or-

dinary inilking-stool, ho was kicked at by the cow and
turned quickly to avoid a blow, suffering a sensation
of sudden pain. Immediately after this he was unable
to step and was taken to the house, being obliged to
remain in bed several weeks.

Ho was etherized and the limb, which was flexed,
painful and useless, was put into position, and made a

recovery, but he was able to walk about only with
crutches for some time. At the time of examination,
three mouths later, he walked with crutches and could
walk without, but with marked lameness. He suffered
no pain. An examination showed that the affected
limb was shorter by an inch than tho fellow. The
trochanter was above the Nelaton line to that extent.
The motions at the hip-joint were perfectly free, with
the exception of inversion, which was not possible
beyond the right angle. It was entirely free on the
other side. Tho patient was perfectly well and had
not been lame before this accident.

Case III. A child, seven years old, of fairly good
health, but of imperfect assimilation, sustained a fall
from the window in the first story. The patient was
taken up, placed in bed, and complained of great pain;
but no injury of the limb was determined at the time.
The child was of a nervous type and it was thoughtthat her symptoms were due to fright rather than to
any injury to the bone. She remained iu bed for sev-
eral weeks, finally was able to get up, and after a
while to walk, though she still limped. Upou ex-
amination, four months after tho accident, it was found
that the head of the trochanter was half an inch higher
ou the right, tho affected side, than normal. The head
of the trochanter was also placed more posteriorlythan is normal, and the foot everted. The motions at
the hip-joint were free, with the exception of the in-
version which was not possible beyond the vertical.
The patient was free from pain aud able to walk. A
rotation of the thorax had taken place in the four
months and the ribs on the right side projected.Cases of this lesion would appear to be quite rare
aud the diagnosis is not so easy as might at %st be
imagined at the time of tho accident, unless an anre-
sthetic is used. The shortening, though present, is
not always recognizable except on careful measure-
ment, and that is not easy in a patient in a sensitive
condition. No fracture can bo determined by ordinarypalpation, and it would appear that slight motion of
the limb is sometimes possible, though accompanied
by pain. An anresthetic is needed to establish a diag-
nosis with accuracy in a fresh case.

The symptoms of pain in tho separation of the
epiphysis are ofteu not greater than what is seen in
cases of synovitis of the hip-joint following severe in-
jury or sprain, and unless the patient is anresthetized,
the actual condition of things might not be recognized,In the last edition of " Hamilton's Surgery " (revised

by Smith) one case of supposed separation of the
epiphysis is mentioned by Smith, who also quotes in
the literature, five cases of separation of the epiphysis,
one in a boy of ten, another in a girl of sixteen,
another in a boy of fourteen, and two in children of
fifteen, the sex not being given. It may, therefore,
be assumed that the accident is not a common one.
Smith also collected eighty-four cases of fracture of
the neck, with the youngest at an age of twenty-nine
years. Hyde 2 collected sixty-oue cases fracture of
the neck, the youngest being nineteen years of age.
As the epiphysial union is said to take place at the
head of the femur at the age of eighteen, this case of
Hyde's should probably be classed as a fracture.

The treatment of this condition where it is recog-nized is, of course, simple. It consists in the ordinary
treatment of a fracture, and prognosis is, of course,
unusually favorable. AVhere the condition is not re-

cognized, aud a union has taken place, with the result-
ing deformity, operative interference— osteotomy of
the neck of the femur— has been performed by Pro-
fessor Hoffa, of Wurtzburg, with success.
It would seem that the operation is not a dangerous

one, and recommends itself in all cases of marked de-
formity as a means of curing the disfiguring limp.

Iu addition to the previous cases the followingdeserves mention in this connection as a fracture of
the neck in a comparatively young person, the patient
being younger than the youngest case of Smith, thougholder than the youngest of Hyde's cases.

The patient was a woman, twenty-two years of age,
a Swede by birth,8 and of excellent health and strength.She fell twenty feet. AVas unconscious two or three
hours, and was brought into the hospital two dayslater. Examination was made under ether by Drs.
Gaviu and Burrell and the following symptoms were
noted : The left leg was found from half to three-
quarters of an inch shortened. There was slight in-
version, inability to raise the heol, no deformity, ab-
normal mobility and marked crepitus at the position
of the neck of the femur. The patient was treated by
a Buck extension, and made a perfect recovery with
no appreciable shortening.

J Now York Medical Boeord, 1875.
» Oity Hospital Records, vol. 202, p. 52.

Reports of Societies.
SURGICAL SECTION OF THE SUFFOLK DIS- mTRICT MEDICAL SOCIETY.

011A1U.KS 1,. 8CUDDKU, M.H., SKCKHÏAIIÏ.

Regular meeting, Wednesday evening, January G,
1892, Dit. A. T. Cabot in the chair.

Du. George W. Gay read a paper on

GANGRENOUS HERNIA.1
Dît. M. H. Richardson reported a second success-

ful case of
INTESTINAL RESECTION AND SUTURE FOR ARTIFI-

CIAL ANUS FOLLOWING GANGRENOUS HERNIA."
Dr. E. II. Bradford : My experience consists of

three casos of gangrenous hernia, all fatal. I will not
1 Seo pago 207 of tho Journal.
• Soo pago 211 of the Journal.
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